A 79-year-old male was admitted to our hospital due to suspected community-acquired pneumonia (CAP). He was being treated for type 2 diabetes mellitus, chronic heart failure, and autoimmune hemolytic anemia (taking prednisolone 12.5 mg/day orally). He has past surgical histories that include a left thoracoplasty due to lung tuberculosis (Tb) in 20 s, annuloplasties of the mitral and tricuspid valves due to regurgitation of both that was performed in 60 s, and an atrioventricular node ablation followed by a biventricular pacemaker insertion for paroxysmal atrial fibrillation in 70 s.
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He experienced dyspnea 20 days before hospitalization, whereupon furosemide was prescribed for suspected heart failure exacerbation, which was effective. Three days before hospitalization, he had fever (38.5°C), dyspnea (SpO 2 96%, ambient room air) and sputum production. A physical examination showed a fine crackle auscultated on the right side of his back. Chest X-ray and computed tomography (CT) examination revealed a shadow of inflammation on the right-lower lobe of his lung ( Figure A) . Laboratory tests revealed pancytopenia (white blood cell count 2,900/µL (reference range WBC 4000-9000/µL), He remained febrile on the 3rd hospital day. We performed bone marrow aspiration to check for the cause of an emerging pancytopenia. In addition, an acid-fast bacilli (AFB) smear of the sputum was tested, and the result was negative. Then we changed his antibiotic to levofloxacin (LVFX) 500 mg followed by 250 mg administered orally every day (estimated creatinine clearance: 14 mL/min) for covering Mycoplasma pneumoniae, Chlamydophila pneumoniae, and Based on these results, we hurried to re-check the sputum and the gastric juice for a Tb work-up. Although no AFB was detected in either the sputum or the gastric juice, epithelioid cell granulomas (without necrosis, langhans giant cell or AFB) were detected in the bone marrow clot sections ( Figure D) . We started anti-tuberculosis therapy with isoniazid, rifampicin, ethambutol, and pyrazinamide. Three days following the biopsy report, we detected Mycobacterium tuberculosis from the samples (both the sputum and gastric juice) by performing a polymerase chain reaction and he was transferred to a hospital with a tuberculosis ward. After 4 weeks, a sputum culture was positive for M. tuberculosis. LVFX is a clinically useful drug for CAP because this antibiotic covers most of CAP-causing organisms including Streptococcus pneumoniae, and atypical pathogens. LVFX is included in the empirical antibiotics in Japanese and American CAP guidelines.
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Figure. The first reading of a chest-computed tomography examination on the day of admission, showed only a pneumonia-suspected shadow ( Fig. A arrow) ; however, following a second check, we detected small nodular shadows compatible with hematogeneous dissemination of M. tuberculosis (Fig. C) . The combination of these images, the polymerase chain reaction of Tb from clinical samples, and bone marrow clot sections (Fig. D arrows: epithelioid cell granulomas) definitely confirmed the diagnosis. The clinical course is illustrated in Figure. B. BT, body temperature; CRP, c-reactive protein; Tb, tuberculosis. 
Miliary Tuberculosis Noticed by the Efficacy of Levofloxacin Monotherapy
On the other hand, Fluoroquinolones (FQs) involving LVFX are the preferred drugs for drug-resistant Tb and cases that are intolerant to first-line drugs. 3 However, FQs are also known to be a risk factor for delays in the diagnoses of Tb, and monotherapy might be a contributor to rises in the incidence of FQs-resistant strains. 4 In conclusion, the unconsidered administration of FQs for "Non-resolving pneumonia" should be cautioned.
In cases that show a rapid clinical response to FQs regardless of the ineffectiveness of other antibiotics and the presence of risk factors for Tb (e.g. past Tb history, diabetes mellitus, and glucocorticoid therapy), 7 we should strongly consider the possibility of Tb.
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